Abstract
The majority 55% of sinonasal malignancy appear to be of antral origin, 35% arise in the nasal cavities and the remaining 9% arise from the ethmoids. Primary frontal & sphenoid tumours are very rare 1% 3 . The relative unawareness of the primary physician about the disease and the similarity of the symptoms with the more common upper respiratory tract infection results in failure of true diagnosis before the tumour extend beyond the bony margins of the sinuses 4 .
Sinonasal malignancy is usually diagnosed late; therefore it is important to determine the most common signs and symptoms that should alert the physician and dentist to suspect the possibility of this disease. The initial symptoms reported by the patients are diverse and in the majority of cases are related to the face, nose & oral cavity 5 . The Peculiarity of antral malignancy is that the involvement of the surrounding structures with the lesion is much more extensive than the symptoms revealed at presentation 5 .
The results in the past have been unsatisfactory with a 30% over all 5-year survival 6 . The unsatisfactory results could be attributed to a number of factors: (a) The disease was invariably advanced on presentation, (b) The complex anatomy of the region and close relationship to the orbit and skull base, (c) The reluctance of surgeon and radiotherapist to treat aggressively for fear of increasing the natural mutilation of the disease complication 3 .
The presentation of sinonasal malignancy depends on the primary site, the direction and extent of spread. The most common initial symptoms are nasal obstruction, epistaxis, proptosis, epiphora, diplopia, loose teeth, facial pain & swelling, buccal or palatal swelling. Exposure to industrial fumes, wood dust, nickel refining process, and leather tanning have been implicated in the carcinogenesis of certain types of sinonasal malignant tumour. Other industrial exposures associated with an increased incidence of sinonasal cancer include mineral oils, chromium, lacquers paint, soldering and welding 7, 11 .
Histologically, most common type is squamons cell carcinoma (about 80%), adenocarcinoma, adenoid cystic carcinoma, transitional cell carcinoma and neuroblastoma may occur but their incidences are less. Sarcomas are also rare and tend to occur at younger age and behave in a very malignant fashion 17 . Non-Hodgkin's lymphoma may occur but Burkitt's lymphoma rarely occurs in children of this subcontinent 8, 18 .
The presence of nodal involvement drastically reduces the prognosis and 5 years survival rate come down from 27.2% to 6.8%. 9 Overall incidence of distant metastases of antral malignancy is about 0.8%. The most common site of distant metastases are bone. Metastases may also occur in the lungs, liver, brain and kidney 10, 12 . 2. To assess the clinical presentation of sinonasal malignancy.
Materials and Methods
3. To find out the histopathological types of sinonasal malignancy.
Results:
The age range of the patient was from 5 years to 80 years with the mean of 56 years. Most of the patients were in 5 th to 7 th decade (75.65%). In sinonasal salignancy, squamous cell carcinoma is the most common 70%. The bone of the antronasal wall, canine fossa and orbital floor is very thin and early destroyed by tumour. Only 25% of maxillary sinus carcinomas are contained within the antrum at the time of presentation.
Bone destruction is commonly found in sinonasal malignancy at time of presentation. Regarding radiological findings, X-ray PNS (OM) view shows with bone destruction 25(83.33%) cases and without bone destruction 5(16.66%) cases but in CT scan of paranasal sinuses both axial and coronal view show with bone destruction were found in all cases. In CT scan nearly every patient will show bone destruction.
Histopathologically majority of the patients 21(70.00%) had squamous cell carcinoma followed by adenoid cystic carcinoma 2(6.66%), adenocarcinma 2(6.66), non Hodgkins lymphoma 2(66.6%), Malignant fibrous histocytoma 1(3.33%), transitional cell carcinoma 1(3.33%), olfactory neuroblastoma 1(3.33%). About grading, out of 21 cases of squamous cell carcinoma, maximum was grade III 10(50.00%), followed by grade IV 5(27.77%), grade I 3(16.66%), and grade II 3(16.66%).
Conclusion:
Most of the patients of sinonasal malignancy presented late with multiple symptoms. The initial symptoms reported by the patients at presentation were diverse. The possibility of early diagnosis of sinonasal malignancy on the basis of clinical presentation in early stage remains a problem, because at this stage there may be a few or no symptoms and require a high index of suspicion for diagnosis due to the overlapping presentation of these neoplasm with more commonly encountered infections disease states. The rarity of these lesions in combinations with the multiple histologies that are encountered have limited large scale studies. Once a paranasal sinus neoplasm is diagnosed, aggressive multimodality therapy is often necessary.
